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Background and Introduction

The Global Commitment to Health is a Demonstratiotiative operated under a Section
1115(a) waiver granted by the Centers for Medieaud Medicaid Services, within the
Department of Health and Human Services.

The state of Vermont is a national leader in malafigrdable health care coverage available to
low-income children and adults. Vermont was amdmgfirst states to expand coverage for
children and pregnant women, through the implentiemtan 1989 of the state-funded Dr.
Dynasaur program. In 1992, Dr. Dynasaur becamegpdine state-federal Medicaid program.

When the federal government introduced the Statlel@h’s Health Insurance Program
(SCHIP) in 1997, Vermont extended coverage to wmatsand under-insured children living in
households with incomes below 300 percent of tlueFa Poverty Level (FPL).

In 1995, Vermont implemented an 1115(a) waiver paog the Vermont Health Access Plan
(VHAP). That program’s primary goal was to expaedess to comprehensive health care
coverage for uninsured adults with household incobetow 150 percent (later raised to 185
percent) of FPL, through enrollment in managed.cafldAP also included a prescription drug
benefit for low-income Medicare beneficiaries whad dot otherwise qualify for Medicaid. Both
waiver populations pay a modest premium on a glidicale based on household income.

The Global Commitment converts the Office of Vermdealth Access (OVHA), the state’s
Medicaid organization, to a public Managed CareaDization (MCO). AHS will pay the MCO
a lump sum premium payment for the provision oMidicaid services in the state (with the
exception of the Long-Term Care Waiver, managedrseely).

The Global Commitment provides the state with thiétg to be more flexible in the way it uses
its Medicaid resources. Examples of this flextpilnclude new payment mechanisms (e.g., case
rates, capitation, combined funding streams) rathem fee-for-service, to pay for services not
traditionally reimbursable through Medicaid (efediatric pyschiatric consultation) and
investments in programmatic innovations (e.g.,\teemont Blueprint for Health). The managed
care model will also encourage inter-departmerdgldlboration and consistency across
programs.

One of the Terms and Conditions of the Global Cotmant Waiver requires the State “to
submit progress reports 60 days following the eineboh quarter. The intent of these reports is
to present the State’s analysis and the statuseofdrious operational areasrhis is the fourth
quarterly report for the first waiver year, covergnthe period from July 1, 2006 to September
30, 2006.



a) Events occurring during the quarter, or anticipatedto occur in the near

future, that affect health care delivery, enrollmen, quality of care, and
access that are relevant to the Demonstration, tHeenefit package, and
other operational issues.

Staffing Changes

Mary Day, MCO administrator has accepted anothsitijpo within OVHA, she is expected
to continue full time with the AHS through the aadlar year. Her position is under
recruitment and it is expected that a replacemdhbeqgin in the first quarter of FFYQ7.
Mary will be available to train her replacement.riylaill be returning to OVHA as the
Program Integrity Unit Director and be availabléhin the AHS network to consult on
global commitment waiver issues as relevant.

MCO Requirements

All work plan activities are progressing; sevenaas of work were completed in th€ 4
quarter. OVHA and AHS continue to focus on ensurgguirements under 42 CFR sections
438. See Attachment A for updated work plan timediand list of task completions through
October 31, 2006.

Benefit Changes

As previously reported the legislature includedjizage in the FYO7 Budget Act requiring
OVHA to review all available literature and clinidandings related to chiropractic treatment
and make a recommendation to the general asseortilyd reinstatement of chiropractic
services under the Medicaid program during theafigear 2008. Please see attachment B for
the report to the legislature. In summary, OVHAdsommending we not reinstate the
benefit at this time, but rather wait for the réswlf the CMS Chiropractic Demonstration
Project to guide our decision making.

The Vermont FY07 Budget Act and the Vermont He@ldre Affordability Act contain
changes regarding cost-sharing amounts, eligikalig benefits including/HAP-Employer
Sponsored Insurance; Employer Sponsored Insuranemigm Assistance Program;
Catamount Health Assistance PrograRevisedPremium,Recertification & VHAP

eligibility requirementsand aChronic Care Management Prograilease see attachment C
for descriptions from the'8quarter report.

Vermont submitted a waiver amendment request to ©MSeptember 11, 2006 to operate
those initiatives that require CMS approval witthie framework of our approved Global
Commitment to Health 1115(a) Demonstration. We ménage the program within the
existing financial terms and conditions, so theuesq is for programmatic approval. We
have begun informal discussion with CMS regional eentral office staff, supplemental
information will be submitted Decembél 8006. We look forward to January 2007
discussions with CMS regarding our request andpigoval.



Financial Administration

Consistent with 42 CFR section 438, in Decembeb20érmont submitted the actuarial
certification report prepared by Milliman Consulisand Actuaries, Inc. to CMS for review.
Vermont received feedback from CMS that the metlagoused by the actuarial firm is
acceptable. The contract with Milliman Consultaams Actuaries, Inc. has been extended to
develop the SFY2007 rates using the same methoglolog

Health plan financial performance, including capited revenue expenditures.

The state and CMS collaborated to develop repoftngats and supplemental
documentation for the quarterly CMS-64 reportsyal as other financial reports required
by the Demonstration’s Special Terms and Conditioe have submitted our CMS-64
reports using the formatting changes provided bySCMermont remains flexible as we
work through this process with CMS and reportingrfats are finalized.

b) Action plans for addressing any policy and administtive issues identified.

See OVHA Work Plan (Attachment A). In additiotaf§ positions discussed in th& 3

guarter report to address unanticipated and ongmeg management needs associated with
the Medicare Modernization Act (MMA) at OVHA werp@oved and are under

recruitment.

AHS-wide cross departmental operations teams bhaga meeting in the four core areas
identified last quarter (policy, operations, fiseald quality improvement). In the operations
area, AHS Deputies and Directors are in the prookgkentifying opportunities for
programmatic flexibilities in two areas. First, gram flexibilities within existing budgeted
resources. For example, the integration of admatise structures for programs serving the
same or similar populations. We are exploring waette may be able to increase access to
services while decreasing administrative burdeaated by programs operating, (pre-
waiver), under separate AHS administrative and kBdireimbursement structures. Second,
this group is developing criteria for the reviewrefjuests for expansion of existing programs
or new requests for Medicaid program support. lditazh to looking at AHS programming
and opportunities under the waiver, this group iow&s to be responsible for ensuring that
necessary changes in internal operations occueteta the OVHA/MCO work plan
(Attachment A), IGA commitments and other relevstate and federal regulations.

During this quarter, Quality Assurance/Performaimgprovement Committee (QA/PI)
meeting dates and membership was finalized. Tbepgwas created as one of the four
operational groups mentioned in tH%quarter report and is charged with the development
integration, and maintenance of an AHS & OVHA quyaditrategy, generating AHS -wide
guality standards for access to care, structureopedations, and quality measurement and
improvement that comply with the Code of Federajirations 438.206 — 438.236.
Additionally, this group will make recommendatidnsthe Secretary’s Office regarding the
overall AHS direction related to quality and out@measurement. The QA/PI Committee
leverages the experience, expertise, and insigAHS personnel whose job specification



include a special focus on Quality Assurance/Perémce Improvement activities. As a
result, the committee constitutes a cross-sectiduality Managers for all AHS
Departments and Divisions. Responsibilities arnviies of the Committee include, but are
not limited to: reviewing Federal Quality Standaaa&l establishing AHS-wide Quality
Standards and procedures, identifying and defimegdical and non-medical outcomes that
will be monitored by AHS/MCO, defining and recomrdery AHS-wide Performance
Measures, and providing suggestions and recommenddor AHS-wide Performance
Improvement Projects. During this quarter, the ABi&lity Improvement Manager also
worked with OVHA and its sub-contracted departminssions to begin development of an
inventory of current Performance Measures and @Quiatiprovement activities. The results
will help to identify agency-wide quality strengthsd challenges, document gaps in
performance measures and quality improvement piogaad help inform the written Quality
Strategy.

State efforts related to the collection and verifiation of encounter data.

OVHA has created a Program Integrity Unit; positteguests identified in the last report
were approved. Mary Day has been selected as tieetDi, remaining positions are under
recruitment. Staffing of a complete unit will bribggether the Medicaid Surveillance and
Utilization Review System (SURS) Team, the FraudigdbDetection Decision-Support
System (FADS) reporting, overall OVHA and AHS wdtion review and investigative
functions.

The Request for Proposals to implement two pivioitiatives; the Chronic Care
Management Intervention Services and the Healtk Rssessment Administration is
scheduled for release in the first quarter of FEYDIi& anticipated that any vendor bidding
on either of those projects will also be providandecision support system that OVHA will
be utilizing in its related care coordination pidge

The AHS “Central Source Measurement and Evaluddata Warehouse” — release 2 is on
schedule for the first quarter of FFY07. CSME dastructured to answer questions across
departments for policy, planning, legislative amdgsam review. New source systems have
been prioritized for addition in calendar year 200/brk continues on security protocols
tools.

c) Enrollment data, member month data and budget neutality monitoring
tables

No change has occurred this quarter. The stat€Mf currently are collaborating with

regard to development of budget neutrality monitgpifiormats. Enroliment and member
month data are in section e) below.

d) Demonstration program average monthly enrollment fo each of the



following eligibility groups:*

a. Mandatory State Plan Adults
b. Mandatory State Plan Children
C. Optional State Plan Adults
d. Optional State Plan Children
e. VHAP Expansion Adults
f. Pharmacy Program Beneficiaries (non-Duals)
g. Other Waiver Expansion Adults
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e)  State’s progress toward the Demonstration goals.

External Quality ReviewDuring this quarter, the Agency of Human Services@y
Improvement Manager reviewed the current Externalify Review Organization (EQRO)
contract. This review included meetings with thekDA/contract manager, current EQRO staff,
and phone conversations with our CMS technicaktaste staff. We also participated in the
audio conference sponsored by the CMS Division wdl®y, Evaluation & Health Outcomes to
obtain technical assistance regarding mandatoryatidnal EQRO activities. As a result of the
new Global Commitment (GC) to Health Waiver, anéadliscussion with CMS, Division of
Mental Health (DMH), and Office of Vermont Healtltéess (OVHA), the focus of the EQRO
will be broadened to include all Medicaid recipeniModifications will be made to deliverable
three (focus on GC quality strategy and waiver @atbn) in order to facilitate the transition
from the original CRT population based EQRO toribes broader MCO focused EQRO.
EQRO staff provided AHS and OVHA with updates omrent activities, as well as, discussed
issues or barrier that might impact proposed tinesli The EQRO contract will be formally
transferred from OVHA to AHS and will be managedthg AHS Quality Improvement
Manager.

Quality StrategyCFR section 438.202 Subpart D outlines five Stesponsibilities for a
Quality Strategy. One of the five requirementa ritten strategy for assessing and improving

! Note: CMS and AHS have agreed that the eligibditoups should be reported as identified in thdetaather
than in the initial Special Terms and Conditions.



the quality of managed care services. Duringdherter, the CMS Quality Strategy Tool Kit
was reviewed giving special attention to the recamded structure and required QI
components. In addition, the AHS Quality Improvemdanager reviewed the CMS standards
for access, structure and organization, and measntand outcome, as well as, CMS approved
Quiality Strategies from various states. In additio promoting appropriate, safe, effective care
aimed at optimum health outcomes, the AHS Qualitgt&gy will require input of recipients and
ensure plan compliance with standards for quafityape. Finally, the AHS Quality

Improvement Manager participated in an audio camnfee sponsored by the CMS Division of
Quiality, Evaluation & Health Outcomes regarding dlegelopment of a written Quality Strategy.

f) State’s evaluation activities.

During this quarter, the AHS Quality Improvementrger reviewed the draft evaluation plan
previously submitted to CMS to ensure: hypothesei®wnked to objectives, goals had baseline
and performance targets, sources for collectiamatd were identified, methods for ensuring
statistical rigor or limitations for not doing sadbeen identified, timelines for accomplishing
goals were clear, and interventions in the dematistr were well specified. The overall
purpose of the evaluation is to measure the degretich identified performance measures
changed as a result of the demonstration. Asuldtydise evaluation will answer the following
guestions: to what degree did the demonstratioreelits purpose, aims, objectives, goals and
guantified performance targets, what lessons vesmnéd as a result of the demonstration, in
what ways were outcomes for enrollees, providerd,@yers changed as a result of the
demonstration, and did the reallocation of resaincghe demonstration generate greater
“value” for the state’s program expenditures. CMipraved waiver evaluation plans from other
states were reviewed and the AHS Quality Improvearvanager obtained technical assistance
regarding general information on evaluations, tteabter context of evaluations in terms of
CMS policies, general guidelines for evaluatiohs, fielationships between evaluations of
demonstrations and other program functions, inclgdvaluation of program quality, and
recommended components of a state evaluation pldofastate evaluation reports. During the
1% and 2° quarter of FFY07, the AHS Quality Improvement Mgeawill work with the QAPI
Committee, the EQRO, and other appropriate padi@sodify the current Evaluation Plan and
submit a finalized plan to CMS for review.



4™ Quarter Report: MCO Work Plan (revised 10/31/06)
AREA/ DESCRIPTION

TASKS

TIMELINE

MEMBER SERVICES

Interpreter Services

Oral interpreter services must be provided free of charge to
non-English speaking enrollees who request assistance.
[438.10(c)(4)]

Arrange for vendor to provide services as needed

Completed

Provider Directory

A directory must be compiled and maintained. The directory
must list the name, location and telephone numbers for all
primary care and specialist providers and hospitals
participating in the Medicaid program. The directory must

Develop web-based directory with ability to search by address,
provider type, etc.

Completed August 2006:

also identify any languages other than English spoken by Survey providers on language capacity and open panel issues Completed
the provider anq must mclu_de an indicator to |dglnt|fy those Develop process for periodic updates (web-based format allows for
who are accepting new patients. [438.10(e)(2)(ii)(D)] immediate updates) Completed
Notification of Terminating Providers

Develop process for identification of terminating providers Completed
OVHA must notify an enrollee whose PCP terminates their :
participation in Medicaid within 15 days of the provider's Draft notice to enrollees Completed

notice to the state. Enrollees who are regularly seeing a
provider who is not their PCP must also be similarly noticed.
[438.10(f)(5)]

Identify process for determining which enrollees have been
“regularly treated” by any terminating provider

1% quarter FFY'07

Print and mail notices within 15 days to affected enrollees

Completed

Enrollee Handbook

Develop and maintain a current enrollee handbook which
covers how to access care, enrollee rights and
responsibilities, procedures for obtaining benefits, what to
do in a medical emergency and how to file a grievance or
appeal. Handbooks must be distributed to new enrollees
within 45 days of enrollment. Handbooks must be available
in languages other than English if five (5) percent or more of
Demonstration enrollees speak that language. [438.10]

Assess need for languages other than English (documentation for
CMS)

Draft handbook

Disseminate for input, finalize based on comments received

Print a supply for initial distribution

Develop and execute handbook distribution process on an ongoing
basis

Post handbook on website

Completed for PCP and CRT
enrollees

AHS-wide work group established
and meeting for all other enrollees

Target date for completion: Spring
2007 (on schedule)

Advance Directives

OVHA must prepare and make available information on
Advance Directives. [438.6(h)(2)(i)]

Identify materials related to new 2005 state statute regarding
Advance Directives

Obtain a supply of forms for distribution upon request

Post information on website

Draft informational notice on Advance Directives and distribute for
posting in physicians’ offices (EDS Newsletter)

Completed: Link to new statewide
information on EDS and OVHA
web-page; Providers notified, also
sent to enrollees on request.




Member Helpline

OVHA must maintain a toll-free member hotline during
normal business hours to answer enrollee inquiries and to
accept verbal grievances or appeals. [438.406(a)(1)]

Completed

GRIEVANCES & APPEALS

Notice of Adverse Action

OVHA must provide a written Notice of Adverse Action to
each enrollee and their requesting provider of any decision
to deny a services authorization request or to authorize a
service in an amount, duration or scope that is less than
requested. The notice must be sent within 14 days of the
receipt of the request for services, unless that timeframe
might, in the opinion of the requesting provider, seriously
jeopardize the enrollee’s health. In the latter event, the
notice must be sent within three (3) business days of the
request. [438.210I]

Develop one Agency Policy for all GC enrollees

New policy drafted; finalized and
approved by CMS

Change administrative rules to reflect new policy

Formal Legislative Rule-making
begun October 2006 (on schedule)

Draft notice to include appeal rights, information on the continuation
of benefits, and how to request an expedited appeal

Develop policies and procedures for processing requests

Design notice inserts that describe the various reasons for the
denial or reduction in services (e.g., not medically necessary, not a
covered service, etc)

In process: new policy
implemented Spring, 2007

Acknowledgement of Appeal

Grievances and appeals must be acknowledged in writing
(typical standard is within five business days).

Develop notices

Develop policies and procedures for ensuring notices are sent
timely

Develop process and assign staff to assist enrollees in filing
grievances
and appeals

Assign staff to receive, date stamp and log in all grievances and
appeals

In process: new policy
implemented Spring, 2007

Resolution of Grievances and Appeals

OVHA must have a formal process for resolving all grievances
and appeals. Providers must be permitted to file grievances or
appeals on behalf of their patients if so requested. The
following definitions apply: An Action means — 1) The denial or
limited authorization of a requested service, including the type
or level of services; 2) The reduction, suspension or termination
of a previously authorized service; 3) The denial, in whole or in
part, of payment for a service;

4) The failure to provide services in a timely manner (as defined
by the state); 5) The failure of the public MCO to act within
prescribed timeframes. An Appeal means — Any request for a
review of an action. A Grievance is — An expression of
dissatisfaction with any matter other than an action (e.g., quality
of care) [438.400(b)]. Resolution Timeframes: Standard

Develop policies and procedures for the receipt, acknowledgement
and resolution
of grievances and appeals

Develop a system for logging and tracking grievances and appeals
(type, days to resolution, outcome)

Develop a system for automated reporting on grievances and
appeals

Assign staff to process all grievances and appeals

Design resolution notices

In process: new policy
implemented Spring, 2007




Grievance — 45 days from date of receipt ([438.408(b)(1)]
=90days); Standard Appeal — 45 days from date of receipt
[438.408(b)(2)]; Expedited Appeal — Three (3) business days
from date of receipt [438.408(b)(3)]

Fair Hearings

OVHA must ensure that enrollees have the right to request
a fair hearing within no less than 20 days or more than 90
days from the date of the notice of resolution of the
grievance or appeal. [438.408(f)]. AHS, as the oversight
entity, must ensure that the fair hearing is conducted in
accordance with all applicable state and federal regulations
including timeframes for the conduct of the hearing and the
enrollee’s due process rights.

Develop policies and procedures for coordinating between the
Grievance and
Appeals process and the state Fair Hearing process

Develop a system for notifying enrollees at the time of the resolution
of their grievance or appeal of their right to a fair hearing

Develop reporting system to track number, types, timeliness and
resolution of fair hearings

In process: new policy
implemented Spring, 2007

QUALITY ASSESSMENT & PERFORMANCE IMPROVEMENT (QAPI)

QAPI Plan

AHS must develop a strategy and plan which incorporates
procedures that: 1) Assess the quality and appropriateness
of care and services furnished to all Medicaid enrollees,
including those with special health care needs
[438.204(b)(1)]; 2) Identify the race, ethnicity and primary
language spoken by each Demonstration enrollee
[438.204(b)(2)]; 3) Provide for an annual, external
independent review of the quality outcomes and timeliness
of, and access to, the covered services under the
Demonstration [438.204(d)]

1) Develop inventory of all QA/QI activities currently underway
within OVHA and sub-contracted departments;
Develop workgroup to identify new priorities;

2) Summarize into comprehensive QAPI Plan for CMS review

1% Quarter , FFY07

2" Quarter FFY07

3) Ensure that information is available in ACCESS eligibly system

December, 2007

4) Expand EQRO focus beyond CRT program

Completed

Source of Primary Care

OVHA must ensure that each Demonstration enrollee has
an ongoing source of primary care. [438.208(b)(1)] It must
further implement mechanisms to identify persons with
special health care needs. [438.208(b)(4)(c)] The quality

Identification of beneficiaries not already participating through
PCPLus

Develop policies and procedures for the selection of a PCP by each
Demonstration enrollee

Design information system capacity to capture the PCP information

March 2007

Completed for current PCPlus

strategy must specify these mechanisms. Completed
[438.208(b)(4)(c)(i)] for each enrollee

Develop a mechanism for tracking PCP caseload Completed
Practice Guidelines
OVHA must adopt practice guidelines that are based on Establish a medical advisory task force of contracting professionals
valid and reliable clinical evidence or a consensus of health | o provide consultation on the guidelines to be adopted for physical | Completed
care professionals in the particular field, and which are health issues
adopted in consultation with contracting health care —
professionals. [438.236(b)] Select key areas where guidelines are to be developed Completed

Research evidence-based guidelines and protocols for each of the

Completed

key areas




Adopt the appropriate guidelines after consultation with the task
force

Completed for existing guidelines;
on-going identification of new
national practice guidelines

Distribute guidelines to appropriate network providers

Completed

Measuring Performance Improvement

AHS must operate its QAPI program on an ongoing basis
and conduct performance improvement projects designed to
achieve, through ongoing measurement and intervention,
significant improvement, sustained over time, in clinical care
and non-clinical care areas that are expected to have a
favorable effect on health outcomes and enrollee
satisfaction. Procedures must be in place to collect and use
performance measurement data and to detect both under-
and over-utilization of services. Mechanisms must also be in
place to assess the quality and appropriateness of care
furnished to enrollees with special health care needs.
[438.240(a), (b), (c), & (d)]

Develop inventory of all QA/QI activities currently underway within
OVHA and sub-contracted departments;

Develop workgroup to identify new priorities;

Summarize into comprehensive QAPI Plan for CMS review

1% Quarter , FFYO7

2" Quarter FFY07

PROGRAM INTEGRITY

Actuarial Certification of Capitation Rates

AHS must provide CMS with an actuarial certification of the
capitation rates that will be used as the basis of payment of
Medicaid funds to the health plan. The rates must be
certified by an actuary who meets the standards established
by the American Academy of Actuaries. [438.6(c)(4)(i)]

Develop database for actuaries

Establish capitation rates by MEG

Obtain written certification from qualified actuary

Submit rates to CMS

In process for Year 2 rates

Compliance Plan

OVHA must also have administrative and management
arrangements and/or procedures, including a mandatory
compliance plan, that is designed to guard against fraud and
abuse. This includes written policies, procedures and
standards of conduct. A compliance officer must be
designated and a compliance committee formed that is
accountable to senior management. An effective training
and education program must be developed and
implemented for the compliance officer and other VHAP
employees. [438.608(a) &(b)]

Appoint compliance officer

Develop written compliance plan

Develop policies and procedures for program integrity

Develop written standards of conduct

Design staff training program

Conduct staff training

In substantial compliance with major
expansion of activities planned

MONITORING

Utilization

OVHA must monitor the program to identify potential areas
of over- and under-utilization. Where such over- or under-
utilization is identified, OVHA shall develop a Corrective
Action Plan (CAP) for review by the AHS. [438.240(b)(3)]

Develop an overall utilization management plan for the
Demonstration

Identify key areas for monitoring (e.g., inpatient days, emergency
visits, etc)

Completed with ongoing activities
through new Program Integrity
Unit and FADS




Establish thresholds for evaluating potentially inappropriately high
or low levels of utilization by MEG

Provider and Enrollee Characteristics

OVHA's health information system must track certain
characteristics of its network providers and enrollees (e.g.,

Identify outstanding issues in ACCESS and/other systems related
to capturing required enrollee characteristics

enrollees with special health care needs; providers with
accommodations for the disabled in their offices) [438.242]

Ensure that Provider survey captures required information and is in
on-line directory

1% Quarter, FFY'07

Enrollee Rights

Establish policies and procedures on enrollee rights
consistent with the requirements of Part 438.100 of 42 CFR.

Expand existing PCP and CRT policies and procedures

Completed for PCP and CRT
enrollees; available through
enrollee handbook for all enrollees
by September, 2007

Encounter Data Validation

OVHA must put in place a process for validating encounter
data and for reporting information on encounters/ claims by
category of service. [438.242]

Expand existing processes to include sub-contracted departments.

Implement new Fraud and Abuse Detection Decision Support
System (FADS)

Completed

ENROLLEE ACCESS & PROVIDER NETWORK

Availability of Services

OVHA must ensure that an adequate network of providers
to provide access to all covered services is under contract to
the state. This includes an assessment of geographic
location of providers, considering distance and travel time,
the means of transportation ordinarily used by Medicaid
enrollees and whether the location provides for physical
access for enrollees with disabilities. The assessment must
also consider the number of network providers who are NOT
accepting new Medicaid patients. OVHA must also ensure
that network providers offer hours of operation that are no
less than those offered to other patients. OVHA must also

Conduct geo-access analysis of current network

Identify any existing gaps

Recruit additional providers as needed

Develop process and procedures for provider site visits if warranted

Develop ongoing monitoring plan for the provider network

September 2006 and on-going

Design process for collecting info on providers with closed panels
(no new patients accepted) and those with access/accommodations
for the physically disabled

Survey completed; information
available in on-line provider
directory

subcontract with other selected AHS departments that will Develop contracts (IGAs) with other departments Completed.
provide services to Demonstration enrollees. [438.206]

CMS REPORTING
General Financial Requirements
AHS/OVHA shall comply with all general financial Document any modifications to current report formats that will be On-goin
requirements under Title XIX. AHS must maintain financial required going
records, including the following: 1) Monthly comparisons of
projected vs actual expenditures; 2) Monthly report of OVHA
revenues and expenses for Demonstration program; 3) . . . -
Monthly comparisons of projected vs actual caseload, 4) Assign staff responsible for the production and submission of the Completed

Quarterly analysis of expenditures by service type; 5) Monthly
financial statements; 6) All reports and data necessary to
support waiver reporting requirements [IGA 2.12.2]

required reports




Budget Neutrality Reporting

Obtain report format from CMS Still under discussion
Make any necessary changes to reporting processes and
For the purpose of monitoring budget neutrality, within 60 procedures to Still under discussion
days after the end of each quarter, the state shall provide to accommodate the CMS-specified report formats
CMS a report identifying actual expenditures under the Assign staff responsible for the production of the reports Completed
Demonstration. [STC pg. 20] Develop policies and procedures for the development of corrective
action plans if actual expenditures exceed the levels permissible Under development
under the Demonstration STCs (by year)
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LEGISLATIVE REPORT
CHIROPRACTIC REVIEW OF LITERATURE; OVHA RECOMMENDAIDN
ACT 215
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LEGISLATIVE CHARGE

Act 215
Sec. 107cReview of Chiropractic Literature; OVHA Recommeiwh

(@) The Office of Vermont Health Access shall revieailable literature and clinical findings
related to clinical outcomes and overall treatmeasts associated with chiropractic
treatment. The Office shall make a recommendatidhé General Assembly regarding the
reinstatement of chiropractic services under thellad Program during the fiscal year
2008 budget submission.

BACKGROUND

As a part of Act 71, the OVHA was mandated to desighiropractic trial to study the clinical outcem
and cost of chiropractic treatment in comparisoatter treatment modalities, if federal financial
participation was available. At the end of the gfule OVHA would then make a recommendation to
the General Assembly regarding reinstatement oéi@ge for chiropractic services for adults.

As a result of collaboration with members of thedent Chiropractic Association (VCA), the OVHA
concluded that adequate resources to conductyfhesaf comprehensive study within the time frame
desired by the VCA were not available. An alteenatoposal was to monitor the Centers for Medicaid
and Medicaid Services (CMS) Demonstration Prdegiansion of Medicare Coverage for Chiropractic
ServicegSec. 651 of the Medicare Modernization Act of@hd consider their recommendations
following their reported results and analysis.

The OVHA’s memo to the Legislature, dated Febriaty2006, recommended that the CMS
Demonstration Project replace the Act 71 study.o Twajor concerns were voiced by the chiropractic
community to this recommendation: (1) relying oa tutcome of the CMS Demonstration Project
would unnecessarily delay the reinstatement obghactic coverage for Vermont's Medicaid (adult)
population; and (2) the CMS Demonstration Projedinnited in scope for expanding chiropractic
services for neuromuscular conditions.

The current Legislative mandate for the OVHA attésrtp address these concerns by reviewing the
available literature and making a recommendatiainécGeneral Assembly based on this review.

LITERATURE REVIEW

A focused literature review was performed by theH®Vafter soliciting references from the

chiropractic community, the VCA and sources citethe CMS Demonstration Project. The literature
reviewed, herein, includes original research, e@dit® and position papers in both full text andtedas
formats. A Systematic Review by the Research Casion of the Council on Chiropractic Guidelines
and Practice Paramete@hiropractic Best Practicegurrently in draft form, was reviewed, but was
excluded from this report because of a disclairmet, for distribution or for attribution’ pending
stakeholder comments. While the review processrapassed many more sources than cited below, it
is representative of the most current literature.



Mills MW, Henley CE, et al (2003),The Use of Osteopathic Manipulative Treatment asji\éint
Therapy in Children with Recurrent Acute Otitisledia, Archives of Pediatric Adolescent Medicine
2003 157:861-866

This study was published in 2003 based on claine dizing back to 1999 with a total of 57 patients.
There was no placebo group to account for whetagemts would have improved with any perceived
intervention. This is an exceptionally importantttar because the parents were advised of the nature
the intervention being administered to their claildl therefore introduced the potential for biased
results. Thus the most the authors could concluaethat “the results of the study suggest a patienti
benefit” in the treatment of acute otitis mediat, that a larger study was indicated.

The Chiropractic Report 2004 Vol. 18; No. 6

This newsletter provides an overview of the costativeness discussion in the medical/chiropractic
community, drawing on past articles by Manga andus) Stano and Smith; Jarvis, Phillips, et al,
Mosely and Cohen; as well as the large Americarci@ftg Health Plans research study headed by
Legorreta, et al from the School of Public Healtlu&LA. Key statistics regarding back pain and the
treatment thereof, including costs and percentdgatients who go onto long term disability, ardydu
noted. Concerns by payors such as whether thei@udit chiropractic care will be an “add-on” cost,
rather reduce costs spent elsewhere, are alsonizedgas important issues in this debate.

The flaw in the estimated ‘cost-savings’, howevests in the comparison with ‘traditional’ medical
treatment which in the past ten years has undergaoenplete revision. Non-surgical interventiors ar
being recommended by the medical community in edljiecncreased numbers, which affects any
purported cost savings therein. The UCLA study based on claims data from as far back as 1997.
Many of the other studies are even older, anditkeManga work and the Jarvis study were published
13 and 15 years ago, which means the data analyag@-3 years older still.

Manga P, Angus D et al (1993), The Effectiveness@&iost Effectiveness of Chiropractic
Management of Low Back Pain Pran Manga and Associates, University of OttawaDttawa,

Ontario

This literature review is one of the original papdocumenting the enhanced cost effectiveness of
chiropractic treatment for low back pain. The sgthrof having a health economist perform the sisdy
ameliorated by the fact that retrospective reviavesinherently less convincing than controlled &tsid
especially when 13+ year old data is involved.

Manga P, Angus D et al (1998), Enhanced ChiropraaiCoverage Under OHIP as a Means of
Reducing Health Outcomes and Achieving Equitable Atess to Select Health Service®ntario
Chiropractic Association, Toronto

This study is similar in design to the one notedvabexcept it is broader in scope and more
comprehensive in its cost-effectiveness analydiss Was accomplished by trying to capture all
associated costs including direct costs, costsgrisom harm from treatment and compensation costs
for disability. Similar concerns regarding the d@sand age of this study are present. Interestingly
enough chiropractic services were eliminated asvared benefit in 2004 by the Ontario Government
who called chiropractic “one of the least importaetvices” despite their own study-and Dr. Manga-a
Professor of Economics-recommending otherwise.




Legorreta AP, Metz RD, Nelson CF et al (2004), Congrative Analysis of Individuals With and
Without Chiropractic Coverage, Patient Characterisics, Utilization and Costs Arch Intern Med
164:1985-1992

This sizeable retrospective claims study, done dwerars, compared individuals with chiropractic
coverage to those without in a California managee plan dating back to 1997. Total annual health
costs and number of x-rays, hospitalizations and'8M\Rere all decreased in the chiropractic group.
However, as noted in the editorial cited belowye¢h&ere a number of weaknesses in the study.

Ness J, Nisly N (2004), Cracking the Problem of Bkd?ain: Is Chiropractic the Answer? Arch

Intern Med 164:1953-1954

Although the study above was widely recognizedresaf the most substantial analysis done to date,
the editors of the Archives of Internal Medicindet“the study design does not permit the definite
determination of a cause and effect relationshtpvéen access to chiropractic and a more budget-
effective approach to muscular care, pointing natbehe coexistence of the two phenomena in a
managed care population. Furthermore, the lackrahdom element in defining the populations with
and without access to chiropractic care may haviypampromised the validity of the results.” In
addition, “The favorable health profile of the ‘obyractically insured’ is of particular concern.eyh
comprise a younger and healthier population and &ne likely to have better outcomes and fewer
health expenses.” Ultimately, they conclude thaitiGal questions remain regarding which subsets of
patients could derive the most benefit from chiempic care and yet incur fewer health expenditlres.
They caution that “extensive research in this @ egarranted” and “careful scrutiny should be aggli
in future research”.

Livermore GA, Stapleton DC (2005) Medicare Chiropratic Services Demonstration: Final Design
Report, Cornell University Institute for Policy Research

This paper was prepared for CMS as the basis &ir lemonstration Project described below. Prepared
by the Cornell University Institute for Policy R@seh under subcontract to the Medstat Group as
recently as a year ago, it represents one of thet impressive compilations of scientific literature
concerning chiropractic care. It notes at the \s®ginning that “previous research on the cost
effectiveness of chiropractic care is inconcluside$pite acknowledging studies by the chiropractic
community attesting to the contrary. The basic pserfor this conclusion, as noted repeatedly abisve,
the presence of selection bias in many of the studihis concern is the primary underpinning of the
study design they recommended to CMS, which CM&etkto follow verbatim in rolling out their
Demonstration Project in April 2005.

DEMONSTRATION PROJECTS

U.S. Department of Health and Human Services, Centg for Medicare and Medicaid Services,
Medicare Program: Demonstration of Coverage of Chiopractic Services under MedicareNotice
(1/8/05)

CMS, per sec. 651 of the Medicare Modernization@@003 is conducting a
Demonstration Project evaluating the feasibilitd advisability of expanding coverage for
scope of services that chiropractors are permitigitovide. This Demonstration Project will
operate for two years and must be budget neutha.project sites are the State of Maine; State
of New Mexico; 26 lllinois Counties; Scott Countylowa, and 17 Virginia Counties. The
Demonstration Project began in April 2005 and wilhtinue through March 31 2007.




CMS currently reimburses chiropractors for treattiemted to manual spinal manipulation to
correct subluxations related to neuromuscular ¢ardi with reasonable expectation of recovery
or functional improvement. At the close of the Darstration Project, an independent
evaluation will be conducted to assess costs amet anpacts of demonstration. An interim
report will be submitted to Congress in spring 200@ a final report due in late 2009.
(Reference attached power point).

U.S. Department of Health and Human Services, HedltResources and Services Administration,
Elderly Back pain: Comparing Chiropractic to Medical Care (2005)

As abstracted from the researchers’ applicationsgrgation:

Organization Name:Palmer Chiropractic University

Project Title:Elderly Back Pain: Comparing Chiropractic to MediCare
Grant NumberR18HP01423

Project Period9/1/03 — 8/31/06

FY 2005 Award Amount$369,572

Low back pain (LBP) in the elderly is a significgniblic health problem with prevalence
ranging from 13-49%. Despite significant impactedderly quality of life, there are no
randomized clinical trials (RCT) examining mediaald chiropractic treatment options.

We propose a prospective (RCT) of 250 elderly pégievith subacute or chronic LBP. Patients
will be randomized to one of three treatment coadg: 1) chiropractic care consisting of high-
velocity low amplitude (HVLA) spinal adjustments @mipulation), 2) chiropractic care
consisting of low-velocity variable amplitude (LVVApinal mobilization (flexion-distraction)
and 3) standard medical care.

The study is statistically powered for two sepamtmary comparisons: 1) chiropractic care
versus medical care and 2) HVLA manipulation vels¥¥’A mobilization. The two primary
analyses have the potential to inform and improeelioal and chiropractic clinical practice.

The Palmer Center for Chiropractic Research (PQ@R)developed a considerable
infrastructure to conduct RCTs, and investigatoB@CR have significant experience
conducting both clinical and biomechanical researthe PCCR is the largest and most
comprehensive chiropractic research effort in th®.and it is well-positioned and highly
experienced at medical/chiropractic collaborati®CCR is partnering with community-based
medical physicians and the Departments of Intevfedicine and Biomechanical Engineering at
the University of lowa to conduct this study.

RECOMMENDATION

Reinstating chiropractic services under the Medigaogram for the adult population, as children are
already covered, can be conceptually divided intee distinct groups: services provided for the
treatment of back conditions; services providedfertreatment of back and neuromuscular disorders;



and services provided for the treatment of cond#ionrelated to back or neuromuscular conditions.
Definitive literature regarding the latter is lacgi although preliminary studies offer glimpse®int
possible benefits in ways the medical communityliestofore dismissed. Clearly, there is litemtur
supporting the efficacy of chiropractic care inatieg back conditions, but as to the supposed cost-
effectiveness there is an honest open debateinttia minds of the medical community, as noted
above, is still unresolved.

Although less studied, the efficacy of extendingagbractic services to neuromuscular conditions is
noted with some of the same flaws in study desgyothers. The CMS Demonstration Project attempts
to answer that question among others. In the meiggv@VHA provides for the treatment of back,
neuromuscular and other conditions within chiropeg scope of expertise through conventional
medical modalities. These medical modalities haw#engone an evolution toward non-surgical
interventions in greater numbers and will contitmevolve as more studies are done.

However, as to how cost effective chiropractic garght be as an additional benefit in the State of
Vermont remains to be determined. At this timegmfater interest to OVHA is the result of the CMS
Chiropractic Demonstration Project, which is duéawe preliminary results in a year. The well
designed methodology being employed and the apglityeto Vermont’'s Medicaid population will
more accurately answer questions regarding cliraodlcost efficacy for chiropractic services. Pagdi
the results of the Demonstration Project (and tB&KA's Palmer College of Chiropractic Project),
however, there is not enough data to support i@estent of services at this time.



Attachment C
Summary of Benefit Changes Contained in The VermonEY07 Budget Act and
The Vermont Health Care Affordability Act

VHAP-ESI - The new laws propose to implement an EmployenSged Insurance (ESI)
program for both existing and new VHAP enrolleBgneficiaries will be held harmless in terms
of cost and benefits compared to the regular VHA®R@mm. The savings generated by this
initiative will be used to finance coverage for digohal low-income, uninsured Vermonters.

ESI Premium Assistance ProgranVermont intends to make coverage more affordele
uninsured individuals with incomes up to 300 petadr-PL. Individuals who have access to
coverage through their employers will have the opputy to participate in the ESI Premium
Assistance Program. Public subsidies will be aldd under this program to help cover the
employee share of monthly premiums for employemspeoed coverage.

Catamount Health Assistance ProgranCatamount Health is a broad initiative desigteed

make affordable commercial coverage accessiblediwiduals unable to obtain coverage
through their employers. Covered benefits wildeéined by the State and provided through
commercial carriers. Catamount Health will be klde to all Vermonters, regardless of
income. The Catamount Health Assistance Prograoidymrovide for public subsidies toward
the premiums paid under Catamount Health. Ther@aiat Health Assistance Program will be
available to low-income uninsured Vermonters witbdmes up to 300% of the FPL, who do not
have access to employer-sponsored insurance tivadres cost-effective for the State.

Recertification RequiremertsVermont currently recertifies eligibility for dain groups at six-
month intervals, while recertification occurs evemglve months for other eligibility groups.
Vermont intends to modify the program requireméots/HAP, Dr. Dynasaur and other
eligibility groups to require recertification evetwelve months. This modification also helps to
offset the operational resource demands resultorg the new citizenship verification
requirements.

VHAP Eligibility Requirements Vermont intends to modify existing rules in arteextend
eligibility to Vermont residents who are collegadgnts and have taken medical leave.

Enrollee Premiums- In order to promote access to affordable healtterage, the law requires
that VHAP premiums be reduced by 35% and Dr. Dymageemiums be reduced by 50%
beginning July 1, 2007.

Chronic Care ManagementFhe centerpiece of Vermont's efforts to reengirtberhealth care
delivery system, improve quality and lower cost®isreate a statewide system of care for
individuals with chronic conditions—conditions thainstitute more than 75% of our total health
care spending. There are multiple approachesmiki@ new laws that converge to achieve this
statewide chronic care system, including expansfdhe state’s Blueprint for Health, a
requirement that the Catamount Health Plans haeanic care management program
consistent with the Blueprint, and a chronic caemagement system to manage the chronic
conditions of individuals enrolled in Medicaid, VHPAand Dr. Dynasaur.



